Duross, Supplier Account Director, Optometric Services Inc.
Following these presentations, leaders were put to work in facilitated groups to "group think" about where we are heading as a profession.
The evenings were spent in fun group activities, allowing your leaders to interact and continue the discussions under more relaxed conditions. Friday night was the opening ceremonies of Winterlude and most enjoyed the music of Randy Bachman before a late dinner beside the canal. Saturday night was spent on the curling rink, sharing a bonspiel with the Ottawa Society of Optometrists.
The Futures Summit was facilitated by an Ottawa based consulting group which will prepare a report that may be used for future planning at a national and provincial level. It will also be posted to the CAO member only web site.
The "Optometry ground hog" did not see his shadow: spring is on the way, and the future of our profession will be bright and exciting. The second century for Optometry will see huge advances.
O ù voulons-nous aller? Quelles seront nos connaissances? Quels instruments et médicaments utiliserons-nous? Quels traitements et procédures fournirons-nous? Comment l'optométrie se situera-t-elle dans le marché des soins de santé? Quels types d'optométristes achèteront nos cabinets -ou le feront-ils?
The future comes soon enough L'avenir arrive assez vite éditorial invité guest editorial
ÉDITORIAL INVITÉ GUEST EDITORIAL
Lors du jour de la marmotte à Ottawa, des dirigeants de l'optométrie de partout au Canada se sont réunis pour réfléchir aux questions précédentes. Il y avait dans ce groupe les présidents des associations provinciales, les directeurs généraux, les représentants étudiants, des écoles et votre Conseil de l'ACO.
D'abord, le groupe a écouté des exposés rapides sur l'avenir de la population canadienne, les nouvelles technologies sur le point d'arriver, les données démographiques sur les optométristes canadiens, les changements à Waterloo (et dans les écoles d'optométrie en général ), les modifications apportées à la réglementation professionnelle, et d'autres. Ont présenté des exposés : Dre Dorrie Morrow, présidente de l'ACO; Dre Joan Hansen, présidente sortante de l'ACO; Mme Louise Meyer, analyste principale de politiques, Division des stratégies sur les ressources humaines en santé, Santé Canada; Dr Thom Freddo, directeur, École d'optométrie (UW); M. Richard Steinecke, associé principal chez Steinecke Maciura LeBlanc; et un groupe d'experts composé de M. Lorne Daniel, directeur général, Doctors Eyecare Network; M. Paul Hemburrow, directeur du Marketing, CIBA Vision; et M. Gordon Duross, directeur des comptes fournisseurs, Services optométriques Inc. Après les exposés, les dirigeants se sont réunis en groupes pour examiner collectivement l'avenir de la profession.
Les soirées ont été consacrées à des activités récréatives de groupe, pendant lesquelles vos dirigeants ont pu poursuivre les discussions dans un contexte plus détendu. Aux cérémonies d'ouverture de Bal de Neige vendredi soir, la plupart ont dégusté un dîner en soirée près du canal au son de la musique de Randy Bachman. La soirée de samedi s'est déroulée au curling en compagnie des membres de l'Ottawa Society of Optometrists.
Le groupe d'experts-conseils d'Ottawa qui a animé le Sommet sur l'avenir rédigera un rapport susceptible d'être utilisé à des fins de planification ultérieure aux échelons provincial et national. Il sera également disponible sur le site Web de l'ACO (pour les membres).
La « marmotte de l'optométrie » n'a pas vu son ombre: le printemps arrive et l'avenir de notre profession sera éclatant et excitant. Le second siècle de l'optométrie sera témoin d'énormes progrès. C AO has just completed it's most recent Optometric Leaders' Forum where a group of approximately 50 optometrists, educators and students met to consider the question, "What will the profession of Optometry look like in the year 2020?"
Over the last 25 years I have witnessed some amazing changes in our profession and the most notable is the way our profession is perceived. More striking than this perhaps is how we perceive ourselves.
We are at a point within our profession where we have the ability to make choices that will define our profession for years to come. Optometrists are an integral part of the health care delivery system and will need to be ever sensitive to emerging trends.
This includes looking carefully at implications of the changing global demographics, advances in technology and shifting trends in health care delivery. For example, consider the potential strain on optometry's human resources that comes with serving an increasing aging population. We also need to be mindful of trends that emerge with the majority of optometry being practiced within private/ solo practices to larger group practices that may be run as corporations. Further, by looking at the advances in technology, we may need to consider the possibility that our role may be charged with predicting, identifying and/or preventing disorders rather than treating disorders. Technology could impact our day to day practices:  The Human Genome Project and it ' 
DE LA PRÉSIDENTE PRESIDENT'S PODIUM MOT
At the end of the weekend, it was evident that if we take a passive approach to our future -if we take the viewpoint that the future is a destination we take as passengers, versus guiding and mapping out a determined course -we and our patients will lose. The path to optometry's future is not for others to decide. It is our responsibility and our legacy to the next generation of optometrists and most notably to the public we serve.
We've asked the question and it is now our responsibility to create the answer. In order to effectively look towards the future it is incumbent upon us to pay respect to our present and our past. Figure 1 . The retinal grounds and periphery of the right eye were clear. Figure 1 Take into consideration your personal strengths, what are your natural talents? It is much easier to swim with the current, so identify your greatest talents and your strongest character traits, then use them to your advantage and propel yourself further, faster.
What condition is shown in
To achieve any level of success you have to maintain a positive attitude. You need to believe in yourself, believe that you can fulfill your greatest potential. It won't be easy, for there will What It Takes To Succeed be obstacles and adversity. There will be risks, and you may have to overcome some fears, the biggest of which is the fear of failing. All very successful people have had to deal with failure. They learned from their mistakes, put it behind them and went on to greater things. Accept it as one of the prices of admission to fulfilling your purpose. Remember that losers call it failing but winners call it learning.
To be successful you will need the help of others; you can't do it alone. Enlist your family and peers to help you fulfill your potential. Surround yourself with people who are honest, helpful and positive about the goals you have. Share these goals with them, create alignment that pushes you forward. It is a bit of a cliché but the people that you surround yourself with will ultimately determine the level of your success.
Even though you live to fulfill your purpose in life, you need to set goals along the way. These act as landmarks to guide you and let you look back to see how far you have come. Don't confuse the act of attaining these goals with attaining success, this only comes from living your life to its greatest potential as defined by your purpose.
Your goals will continue to change over time. You will need these realigned when new opportunities arise or Is that an Expense or an Investment? Are we benchmarking the right things?
PRACTICE MANAGEMENT PRATIQUE ET GESTION
Optometrists love reducing issues to numbers. They want to know:
Yet, in my experience consulting with Optometrists from coast to coast, very few track the key or"vital statistics" of their practice. And even fewer track them monthly, nor do they share themwith their team, and as a result, few know the facts they need to lead their team forward;
• what their gross and net profits were last month, and YTD versus the previous year, • what their GMROI (Gross Margin Return of Investment) was for stock or equipment, • even fewer know how satisfied patients were after being examined or dispensed,
• and almost none measure and track how satisfied their staff were. I want to focus in this article on what the difference is between an expense and an investment, plus explore why we need to focus on investing. The most vital commodity any successful practice has is TRUST. Trust cannot be bought, bartered, or sold; it must be earned. Optometry is a profession which potentially allows doctors and their team members to increase levels of trust with patients, developing and earning loyalty from patients. So, how do you measure trust? I have found you must measure it indirectly, simply ask patients in an exit interview if they would refer friends or family to your office. If they would, you have earned their trust. If they would not -you have some more work to do.
So what are the basics of the eye care business? People have vision problems which they want solved -and they prefer the experience to be pleasant, maybe even fun. A good analogy that demonstrates most of these points is a sailing adventure. Before you leave the dock you should have your final destination in mind and mapped out. You will need a skillful crew that you can rely on and support your journey. Because you can rarely sail directly to your destination, you need to set certain waypoints along the way, your goals. Sometimes it may even seem that the path you are on is moving you away from your destination. As winds and currents change you may need to alter your course, and with the help of your crew you can get yourself back on track, onto your destination.
As you travel along and meet your goals you need to celebrate with your crew. This is especially true when you finally get to your destination and when you get there you'll realize that purpose of the trip wasn't the destination itself, it was the journey with your friends that was the real purpose.
Define your personal and practice success in terms of the potential that both have and work daily to grow to that potential, then success will truly be yours.
decade, the vertically integrated model has captured significant market share from the segregated model. Yet if you survey the public, the majority doesn't care about the delivery model; they want quality, value, and convenience for both diagnostic and treatment options at an office where they can trust the doctor and the staff.
MARKETING -CHALLENGES AND SUCCESSES
The public has more sophisticated consumers than ever. Yet, in North America, they have tremendous unmet wants and needs in their eye care. Three examples we should ponder:
 far fewer Canadians (7%) wear contact lenses compared to the US population (13%),  far fewer North American patients have multiple pairs of glasses than the Europeans,  sunglass sales in professional offices were so poor, new chains such as Sunglass Hut have sprung up to fulfil the public's wants and needs. The concept of having suppliers and Optometrists working together on a message or program is not new, but CAO (through EHCC) created a structure that is indeed different and effective. Yet, unless OD's and our suppliers see growth in their businesses -in both the short and the long term -such public relations programs will not be sustainable. While an external marketing program is good to have, your investment in an internal marketing program that you measure is essential. I urge every OD in Canada to make a strong investment in an internal marketing program, and that for external marketing, you support CAO and your provincial associations who may piggyback on "Your Eyes Deserve an Optometrist" How can you have an effective internal marketing plan? Involve the suppliers who are key supporters of EHCC with your internal marketing programs, have their reps help train your team about product knowledge. When you sit down and do your annual budget, (I strongly recommend you do one, just a simple 7line budget will do -email me and I'll show you how) consider what investments you will make in your profession, in your office, and in your future. Learn to look at costs to see not all are expenses, but some are indeed investments which can and should:
You can accomplish all this by working with and partnering with suppliers in a quest for mutually beneficial, healthy growth. 
PRACTICE MANAGEMENT PRATIQUE ET GESTION

INTRODUCTION
For patients with keratoconus, the first choice of corrective lens is a gas permeable (GP) contact lens in order to obtain good corrected visual acuity [1] [2] [3] [4] [5] . There are a lot of designs for keratoconus. The Rose K ® Lens for Keratoconus is a proprietary design that has gained popularity since its introduction in the United States in 1995 5 . The best benefit of this lens is that it offers better visual acuity and increased comfort for keratoconus patients compared with a standard GP design 
METHODS
Subjects
There were 218 eyes of 126 patients that were definitively diagnosed with keratoconus using an Orbscan II corneal topographer in Zhong-Shang Ophthalmic Center. The criteria for diagnosing keratoconus are corneal cylinder of 2.00D or more combined with the flattest corneal curvature steeper than 7.60mm. There were 176 eyes of 100 males and 42 eyes of 26 females. The ratio of males to female was 3.85:1. The mean age was 25.1±7.9 years, ranging from 9 to 51 years old.
Hiline
® GP Fitting and Follow-Up
All patients were examined with the slit-lamp biomicroscope, corneal topographer, cycloplegic retinoscopy, and non-contact tonometer to confirm eligibility for this study. The fitting procedure followed the Hiline ® fitting guide and was performed with a Hiline ® diagnostic trial lens set while using the corneal topography result as a reference for fitting. The initial back optical zone radius (BOZR) of the trial lens was 0.2 mm steeper than the average readings taken with the corneal topographer. The optimum central lens-cornea relationship was "light feather-touch." After obtaining an optimal central lens-cornea relationship, the peripheral edge lift was evaluated. The appropriate edge lift, standard, increased or decreased edge lift was ordered according to the Hiline ® fitting guide. When the optimal trial lens was obtained for each eye, an over-refraction was performed. The data were used to determine the contact lens power to be ordered. All Hiline ® lenses were ordered from Hiline Optical Company, Taipei, Taiwan, China.
After the ordered lenses arrived in our clinic, subjects were evaluated with the ordered lens on their eye. The lens fitting was first assessed under the slit lamp with the use of sodium fluorescein and an acceptable fit would be a slight touch on the apex of the cone with no air bubbles underneath the lens along with moderate amount of edge lift. The best corrected vision was assessed via the standard Landolt C chart under standard room illumination. After the fitting, vision, and comfort were acceptable, the subject was scheduled for follow-up in 2 weeks and then once every month. If the ordered lens was not acceptable, it was reordered with the appropriate changes. Subjects were observed for at least 3 months after the initial dispensing of an acceptable lens. The best corrected visual acuity with the Hiline ® lenses was recorded with the use of over-refraction and the subject completed the outcome questionnaires after 3 months of lens wear. The self-reported assessment of comfort was rated on a five-point scale where 5 = very comfortable and 1 = very irritating.
ARTICLE ARTICLE
Statistical Methods
All data were analyzed using SPSS 10.0 software where statistical significance was set at P<0.05.
RESULTS
The pre-wear examination In 169 eyes (77.52%), an ideal fit or acceptable threepoint-touch relationship was achieved after an average of 3 trial fits. There was an apical clearance fitting relationship in 38 eyes (17.43%), and 11 eyes (5.05%) had an acceptable apical bearing relationship. In all 195 lenses (89.45%) were ordered with standard edge lift and 23 lenses (10.55%) required changes to edge lift or lens diameters to optimize lens fit. When apical clearance fitting was achieved, the Hiline ® GP design was able to match the Chinese corneal surface more closely compared to other conventional GP lens designs in China. All patients were observed for 3 to 27 months. None of the 126 patients was lost to follow-up. A total of 9 lenses (4.13%) had to be re-ordered due to inadequate lens performance of tight lens fit due to progressive keratoconus. All other cases achieved better visual acuity with the Hiline ® GP as compared to spectacles. Figure 1 shows the comparison of decimal visual acuity with Hiline ® GP and with spectacles (t=10.90, p<0.0001). There is a linear correlation between the corrected visual acuity and the Hiline ® GP lens back vertex power (r=-0.2832, p=0.0003), and the steepest corneal radius of curvature (r=-0.4578, p=0.0005) (Figure 2 and 3 respectively) .
Most of the 126 patients initially complained of a foreign body sensation in the first 3 to 7 days after initial lens wear. However this completely disappeared after 1 to 3 weeks. Fluorescein staining of the cornea was observed in 18 eyes (8.26%), but all of the patients were able to continue wearing the lenses after this condition had been resolved by either temporarily discontinuing lens wear or treatment with necessary topical medication related to the appropriate ocular surface diseases. A total of 11 lenses (5.05%) were lost during the entire lens wear process and required replacement. Only one eye underwent penetrating keratoplasty (PKP) because of the instability of the lens. All other patients continued wearing the Hiline ® lenses. Questionnaires were used to assess subjective vision-specific quality and contact lens comfort. 191 eyes (87.6%) of 218 eyes rated their lenses as "satisfied" or "very satisfied" after wearing their Hiline ® GP lenses for 3 months.
DISCUSSION
Keratoconus is a disease where the cornea becomes thinner and protrudes forward conically, which leads to irregular astigmatism of the cornea, high myopia and visual function disorder. Today, keratoconus patients benefit most from GP lenses. Even patients who were once thought to be candidates for corneal surgery can be refitted successfully with GP lenses6-10. For moderate or advanced keratoconus, wearing standard GP lens design often cannot achieve an ideal lens-cornea relationship. The Hiline ® GP lens is a multicurve design with spherical radii clearing the flat mid peripheral and peripheral cornea when fitted. Our data ARTICLE ARTICLE show that this design improves the stability of the lens. Most of the patients (125 patients) who were fitted with the Hiline ® lens achieved an acceptable fit in this study and only 1 patient underwent PKP. This is a reasonable expectation for fitting GP for keratoconus in clinical practice. Based on our results, a clinician who fits Hiline ® lenses should expect that an average of three diagnostic lenses will be needed per eye when determining the appropriate base curve.
Keratoconus patients wearing Hiline ® GP lenses with the correct fitting relationship obtained satisfactory corrected vision, even in severe cases, where corneal scarring was already apparent. Based on our lens fitting observation, although best corrected vision was dependant on the location of the corneal scars, as long as the scars did not cover the line of sight, acceptable vision was always obtainable. This is probably one of the major reasons that keratoconus patients chose to keep wearing their Hiline GP lenses.
Of course, the safety of wearing these lenses is very important in addition to efficacy. There were no reported severe complications during the followup period which ranged from 3 to 27 months. Most patients can completely adapt to their GP lenses after 1 to 3 weeks, although some patients may feel some foreign body sensation initially. We found that 99.5% of all patients continued to wear their Hiline ® GP lenses during the observation period. Only 18 eyes (8.26%), all in the advanced stage of keratoconus with an apical bearing and three-point-touch lens to cornea relationship, showed some fluorescein staining on the cornea. For these patients we recommended removal of their lenses to promote recovery of corneal epithelium and to prevent infection. Although traditionally fitting keratoconus with contact lenses, practitioners frequently need to deal with frequent lens replacement. During our study, only 11 eyes (5.05%) needed replacement Hiline ® lenses due to lens loss. We believe the lower rate of lens loss in the Hiline ® GP design was mainly due to improved mechanical stability and lens stability on the Chinese eye.
The results of this study showed that achieving the ideal fit was not difficult using Hiline ® GP lens and that satisfactory corrected visual acuity was obtained in nearly all patients within 3 trial lens fitting session. This popular lens design in China showed increased lens stability as long as the lenses were correctly fitted initially. When combined with measurements taken by a corneal topographer, Orbscan II, fitting a complicated cornea such as Keratoconus becomes rather easy to manage without any severe clinical complications. After this large lens fitting trial, we strongly recommend using the corneal topographer's average readings to assist selecting the initial trial fitting lens as this can shorten the fitting examination time and thus lead to increased patient comfort and satisfaction. W hat would you do if someone asked for a description of every important action done in the role as a practicing Optometrist in Canada? Imagine that you were told the professional future of those entering practice depended on this fair description. The explanation would have to be complete and also rate how important each action was to the safety of your patients. And what if you were asked to make sure the list was organized in a manner that would be understood around the world? Don't panic, this is not a homework assignment but a glimpse at the task faced by members of the Competence Committee of the Canadian Examiners in Optometry in 2001. Since 1995, the Canadian Examiners in Optometry (CEO) has administered the Canadian Standard Assessment in Optometry (CSAO). The CSAO measures competence -the ability of candidates to provide safe and effective optometric care in Canada. In the fledgling years of establishing the CSAO, CEO used the American National Board of Examiners in Optometry (NBEO) model and based the exam on a syllabus, much like a university course. This syllabus described the range of topics assessed in a complete and detailed manner. The link between each detailed item of knowledge, skill or judgment and the daily activities required of practising Optometrists was, however, less clear. Demonstration of such a link strengthens the validity of the examination process and makes it consistent with professional qualifying examinations of other health professions 1 . Unlike the National Board Exams, which are written as the student proceeds through their optometric education, the CSAO is taken after graduation. As these differences became more apparent, CEO realized that a Canadian description of competence was required. The CEO Competence Committee was created to complete this task. This article, and the following three in the series, describes the work of the Competence Committee to support the transition of the CSAO to a competencebased exam.
Where to start? It was a daunting task. The committee members began by researching the literature to determine if any professions had addressed this same task. The members started with the World Health Organization (WHO) as the WHO personnel had been interested in this topic for several years. In the mid 1980's WHO completed a worldwide survey of training programs for physicians and nurses 2 . In analyzing their results they noticed a striking similarity among the functions listed by programs around the world and summarized these responsibilities as:
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The professional responsibilities of identifying and analyzing health problems to: WHO went on to state that it was not surprising that all health professionals should have similar responsibilities at a very broad level and that the differences among the health professions would emerge from the more detailed descriptions of tasks associated with these responsibilities.
This work from WHO provided an excellent foundation for the Competence Committee's deliberations, emphasizing that Optometrists have professional responsibilities beyond providing eye and vision care. In its first year of deliberations, the Competence Committee followed WHO's framework and identified four critical roles of Optometrists. These roles relate to: i. providing eye and vision care; ii. collaborating with and referring to other health care providers; iii. managing their practice, and; iv. educating within their profession. The Competence Committee created brief descriptions of these roles, again using literature as a baseline. For the descriptions, the Committee adapted work from the Association of Faculties of Pharmacy of Canada Provide comprehensive eye and vision care: Optometrists meet patients' eye and vision care-related needs with the objectives of achieving appropriate outcomes and maintaining or improving patients' quality of life. Collaborate: Optometrists support an integrated health care system by collaborating with other health care professionals and service providers to facilitate the management of the overall health needs, and to encourage the well-being, of patients. Manage: Optometrists apply management skills to optimize the care of patients and make efficient use of health resources. Educate: Optometrists provide education with the goal of encouraging appropriate, effective and comprehensive eye and vision care.
The next challenges faced by the Committee were twofold:  To describe these various roles in a thorough, structured, succinct and understandable manner.  To incorporate WHO's self-oriented responsibilities such as self assessment and continuous professional development.
A series of research reports written by the Australian Office of Education, Employment and Training addressed these two issues 5 . This group had focused on developing both specific methodologies for describing the performance expected of professionals and specific terminology to use so that such descriptions could be compared among different professions and across professions within different countries. This group also recommended that, in defining competencies for a profession, focus be maintained on the professional competencies such as providing primary care and collaboration. A second set of general attributes should also be identified that underlay the successful performance of these professional competences. Since several of these general attributes would be required to perform each professional competency the professional competencies and general attributes would be cross-linked. The underlying attributes discussed included WHO's concepts of self-assessment and continuing professional development along with others such as communication and professionalism. The Competence Committee modified, with permission, work from the Association of Faculties of Pharmacy of Canada to identify the following general attributes that underlay Optometrist's successful performance of the professional competencies required of Optometrists.
General Attributes Necessary to Fulfill the Professional Competencies
 Knowledge, reasoning and skills.
Optometrists have knowledge and comprehension of the core information associated with their profession. They are able to make evidence-based decisions during daily practice and to apply their knowledge to appropriately perform required professional skills.  Planning and implementation. Optometrists have effective planning and implemen-
ARTICLE ARTICLE
The self-oriented responsibilities of using methodologies to:
 Evaluate one's own activities  Develop one's own skills continuously tation abilities including time management, resource management, delegation skills and organizational skills. Optometrists have the necessary skills to plan and implement change, to understand and consider the human reaction to change, and to recognize when change is required for fulfillment of professional and societal responsibilities.  Communication.
Optometrists have effective communication skills, including the ability to effectively use and respond to written, verbal and non-verbal communications.  Values and ethics. Optometrists are able to apply ethical principles in professional and social contexts. They will have developed a behaviour that both recognizes and respects cultural and personal variability in values, communication and life styles. Optometrists will apply ethical principles when decision-making and will take responsibility for outcomes associated with their decisions.  Self-directed learning.
Optometrists have self-directed learning capabilities in order to maintain and advance their practice and professional role in society. They will be able to effectively self assess and use feedback from others to identify their learning needs and to satisfy these needs on an ongoing basis.
In the next article we will explain the template used by the Competence Committee to describe the professional competencies in detail, and the vocabulary used to describe competence as an Optometrist in Canada. (4 
minutes)
While it is unlikely patients will be seated in the waiting/reception area long enough to be able to view the entire video from beginning to end, the overriding objective was to give members access to a comprehensive overview of eye health in video format. All CAO members are now furnished with a consistent message for the public as well as an educational communication about vision care and eye health from birth to the golden years.
Importantly, the video neatly ties into the Doris Mirella CAO Director of Communications ARTICLE ARTICLE national branding exercise and effectively utilizes the images and messaging also found in the paid media advertising. In this way, when your patients come into your office for their eye examination, they will see the video and further identify with the message of preventive eye health examinations. It is critical to the success of the branding exercise that members somehow tie into their NPEC investment and leverage the national branding platform. This extended effort will allow for 'preventive eye health examinations' to grow deeper roots and become increasingly identifiable.
While the video provides members with an excellent in-office resource, it is also a valuable tool that can be sent to family doctors, community centres, schools and health care facilities. The CAO office often receives calls from nurses and community centres for educational materials and resources to put on display -this is especially true during October Eye Health Month. Brochures, fact sheets, posters, bookmarks and other complementary materials (all branded to leverage the television advertising) are used in the effort to promote awareness about eye health. These printed materials will continue to play an important role in disseminating information to the public but it is now supported by a dynamic video format, which will assist in broadening the impact of the eye health message.
When Eye Health Month rolls around in October, think about forwarding a copy of the "Your Eyes and You" DVD to strategic centres in your area. Encourage health education hubs to play the video during October, or on World Sight Day which falls on October 12.
Of interest, CAO's National Public Education Committee has embarked on a comprehensive public relations campaign. These efforts will play an important role in furthering the momentum of the television advertising. In this way, consider what you can do for October Eye Health Month. This year will be an ideal time to expand on the effort and, together, ensure our collective voices are heard.
CAO is proud to offer this valuable resource and wishes its members happy viewing of "Your Eyes and You". remember to take part in the EYE DARE YOU challenge in october cao is holding its third EYE DARE YOU challenge to encourage members to build on the National TV Buy and to create a BUZZZZZZZZZ about October Eye Health in their area.
IT IS NOT TOO EARLY to start planning now for your October EHM Project. Don't forget to send details to eyedareyou@opto.ca. The province with the most entries will be announced in the November issue of the CJO and one of its members will be eligible to win an amazing prize, yet to be announced. Stay Tuned! What Can You Do? download one of the PowerPoint presentations found on the CAO member website; send Public Service Announcements (Print, Radio & TV) to media centres; pick up extra copies of brochures, posters or other national resources and distribute them in your area; arrange to send a DVD to health centres ... The lesion observed in the fundus of the left eye is characteristic of congenital hypertrophy of the retinal pigment epithelium (CHRPE). This is a flat, well-demarcated, black pigmented lesion often bordered by a hypopigmented ring. Depigmented lacunae commonly are seen within borders of the lesion, as in this case. CHRPE also may present as a group of smaller pigmented spots, with or without lacunae. Histologically, CHRPE is comprised of a single layer of tall RPE cells with dense pigment granules. There is retinal thinning and degeneration of the overlying photoreceptors. The lesion generally is non-progressive.
Differential diagnosis includes RPE hyperplasia (an inflammatory lesion), choroidal melanoma and adenocarcinoma of the RPE. RPE hyperplasia appears as a black pigmented lesion with non-delineated edges, and does not have depigmented lacunae within its borders. Choroidal melanoma presents as a slightly elevated, vascularized, green-gray pigmented lesion with irregular borders. Adenocarcinoma of the RPE, a melanotic tumour, is very rare, and often resembles a choroidal melanoma on presentation. The lesion pictured here is not characteristic of any of these conditions.
Congenital hypertrophy of the retinal pigment epithelium has little effect on overall functional vision. A localized visual field defect is expected, due to the absence of photoreceptors in the overlying retina.
Some variations of CHRPE (usually presentations of bilateral, randomly distributed, grouped pigmentations with telangiectasis and dilatation of peripheral retinal vessels) have been associated with familial adenomatous polyposis (FAP). Mutations of the adenomatous polyposis coli (APC) gene, which causes the formation of carcinogenic polyps in the colon and rectum, also impairs the function of the RPE. Hypertrophy and increased pigment density result, along with an inability to phagocytose and digest photoreceptor outer segments; this leads to the degeneration of photoreceptors and localized visual field defect. Therefore, RPE lesions are valuable as a clinical marker in predicting familial adenomatous polyposis (FAP). Patients with characteristic presentations of CHRPE should be screened for FAP. Patients with CHRPE also should undergo periodic retinal monitoring for the rare development of a melanotic tumour.
Hypertrophie congénitale de l'épithélium pigmentaire rétinien de la page 47
La lésion observée dans le fond de l'oeil gauche est caractéristique de l'hypertrophie congénitale de l'épithélium pigmentaire rétinien (HCEPR). Il s'agit d'une lésion noire, pigmentée, à plat, bien démarquée et souvent bordée d'un anneau hypopigmenté. On trouve habituellement des lacunes dépigmentées à l'intérieur de la lésion, comme dans ce cas. L'HCEPR peut également se présenter comme un groupe de plus petites tâches pigmentées avec ou sans lacunes. Histologiquement, l'HCEPR se compose d'une couche unique de grandes cellules EPR avec des granules pigmentés denses. On remarque un amincissement rétinien et une dégénérescence des photorécepteurs sus-jacents. La lésion est généralement non progressive.
Le diagnostic différentiel comprend une hyperplasie de l'EPR (lésion inflammatoire), un mélanome choroïdien et une adénocarcinome de l'EPR. L'hyperplasie de l'EPR se présente sous la forme d'une lésion noire pigmentée avec des bords non délimités, sans lacune dépigmentée sur sa surface. Le mélanome choroïdien se présente comme une lésion pigmentée vert-gris, vascularisée et légèrement élevée avec des bords irréguliers. L'adénocarcinome de l'EPR, une tumeur mélanique très rare, ressemble souvent à un mélanome choroïdien. La présente lésion n'est caractéristique d'aucun de ces états.
L'hypertrophie congénitale de l'épithélium pigmenté rétinien a peu d'effet sur la vision fonctionnelle globale. On s'attend à une lacune localisée du champ visuel compte tenu de l'absence des photorécepteurs dans la rétine sus-jacente.
CLINICAL DIAGNOSIS DIAGNOSTIC CLINIQUE
Certaines variations de l'HCEPR (habituellement une présentation de pigmentations groupées, bilatérales et distribuées au hasard, avec télangiectasie et dilatation des vaisseaux rétiniens périphériques) ont été associées avec la polypose adénomateuse familiale rectocolique (PAR). Les mutations du gène de la polypose colique familiale (PCF) qui causent la formation de polypes cancérogènes au côlon et au rectum, affectent également le fonctionnement de l'EPR. Il en résulte une hypertrophie et une intensification de la densité pigmentaire de même que l'incapacité de phagocytoser et de digérer les segments extérieurs des photorécepteurs, menant ainsi à une dégénérescence des photorécepteurs et un trouble du champ visuel.
Les lésions de l'EPR sont donc des indices cliniques valables pour prédire la polypose adénomateuse familiale (PAF). On devrait chercher une PAF chez les patients ayant des symptômes caractéristiques de l'HCEPR. Les patients avec HCEPR devraient également subir des examens rétiniens périodiques pour dépister l'apparition rare d'une tumeur mélanique.
